Introduction
Both Sjogren's syndrome and sarcoidosis are diseases of unknown etiology. Sjogren's syndrome is characterized by symptoms of dry eyes and a dry mouth, and is sometimes accompanied by bilateral enlargement of the salivary and lacrimal glands. Subclinical involvement of the parotid glands and lacrimal glands is relatively commonin sarcoidosis patients, although the swelling of these glands is not frequently evident. However, individuals with sarcoidosis can exhibit clinical features similar to those of Sjogren's syndrome (1) . Here, we now describe a patient with well-documented primary Sjogren' s syndrome complicated by sarcoidosis. As far as we are aware, only five cases of primary Sjogren's syndrome with sarcoidosis have been described in the English language literature. Wediscuss the commonand discriminating features of Sjogren' s syndrome and sarcoidosis.
For editorial comment, see also p 1 10.
Case Report
A 49-year-old Japanese woman, with a history of pulmonary tuberculosis from the age of 15, complained of having a dry mouth in July 1990 and was referred to the Department of with prednisolone (10 mg/day) was started.
sion from her doctor in April 1 996, and subsequently developed polyarthralgia and papulae on both knees and elbows (Fig. 2) . Thereafter, she complained of a dry cough. A chest X-ray revealed fine nodular shadows in the whole lung (Fig. 3A) , and computed tomography of the whole lung revealed fine nodular lesions distributed around the alveoli and along the small vessels and bronchioles (Fig. 3B) . Swelling of the subaortic lymph nodes (#5) was also evident (Fig. 3C ).
The patient was referred to our department at Fukushima
Medical College for further analysis of her lung lesion. A transbronchial lung biopsy and bronchoalveolar lavage performed in June 1996 revealed noncaseating granulomas not exhibiting necrosis in the alveolar region (Fig. 4) and an increased ratio ofCD4+/CD8+lymphocytes at 4.2 1 in the lavage fluid. Histological examination of a biopsy of her skin lesions on the knees also revealed noncaseating granulomas (Fig. 5) . Both cultures and polymerase chain reaction analysis of sputum and bronchoalveolar lavage fluid were negative for Mycobacterium tuberculosis. The level of angiotensin-converting enzyme in serum was 32.7 U// (normal, 7 to 25 U//). Based on these findings, sarcoidosis was diagnosed (2, 3).
The administration of salazosulfapyridine resolved the polyarthralgia as-well as the skin lesions and cough. The fine nodular shadows disappeared as revealed by a chest X-ray and the size of the swollen hilar lymph nodes as revealed by chest computed tomography was also decreased (not shown).
Discussion
Wedescribed a Japanese womanwith primary Sjogren's syndrome complicated by sarcoidosis. The arthralgia and papulae related to sarcoidosis appeared soon after she voluntarily stopped taking prednisolone, suggesting that her susceptibility to sarcoidosis had been suppressed by this drug. Her doctor pre- The reported prevalence of abnormal pulmonary lesions varies widely; 9% occurrence in primary and secondary Sjogren' s syndrome (13), a 37.5% occurrence of diffuse interstitial lung disease in primary Sjogren's syndrome and an 1 1.8% occurrence in secondary Sjogren's syndrome (14) and an 8%occur-rence of lung fibrosis in primary Sjogren's syndrome (15) , although the lesions are usually subclinical and rarely progressive. Anabundance of mucosal glands renders the lung a primary target organ in this syndrome, resulting in conditions which include lymphoid interstitial pneumonia, lymphocytic alveolitis, xerotrachea, fibrosis, pseudolymphomaand malignant lymphoma (13) . The first two of these pulmonary conditions were considered as candidates for diagnosis of the present case' s lung lesions. Lymphoid interstitial pneumonia is classified as interstitial pneumonitis, with reticular shadows localized at the base of the lung in chest X-ray (16), and exhibits a clinical course that is basically chronic. Thus, this patient was not diagnosed with this condition. Alveolitis is a common lung lesion in both Sjogren' s syndrome and sarcoidosis, necessitating histological analysis of the lung for its detection. at the age of 15. Therefore, the occurrence of miliary tuberculosis in the lung field should also be considered in the differential diagnosis of her lung lesions. The erythrocyte sedimentation rate was 68 mm/h, but the CRPvalue was less than 0. 1 mg/ ml. Sputum and bronchoalveolar lavage fluid were negative for Clinically manifest parotid involvement occurs in 4 to 6% of sarcoidosis patients (20, 21), whereas subclinical involvement of minor salivary glands is apparent in about 50%of such patients (22 (Table 1) . However, the number of such patients may be underestimated, because clinical symptoms of both diseases are frequently subclinical. The possibility of the simultaneousoccurrence of these two conditions should therefore be considered in patients with a dry mouth and dry eyes. The possibility of misdiagnosing individuals who present with bilateral enlargement of the parotid and lacrimal glands, xerostomia, and keratoconjunctivitis sicca as having Sjogren' s syndromerather than sarcoidosis should also be kept in mind (1) . Histological examination of a mucosal minor salivary gland specimen from this patient revealed acinar atrophy, mild fibrosis, and marked periductal focal lymphocyte infiltration. These observations were subsequently interpreted as indicating the early involvement of labial salivary glands in sarcoidosis (1) .
Due to the manycommonfeatures with respect to etiology, genetics, immunology and clinical findings between Sjogren' s syndrome and sarcoidosis, a diagnosis of Sjogren' s syndrome or sarcoidosis should be based on several criteria, including the presence of antinuclear antibodies, such as antibodies to SS-A and SS-B antigens, a change in angiotensin-converting enzyme levels, and clinical and histological observations.
